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approach to organizational structure and governance might be considered. For example, the federal center would carry out tasks appropriate to national policy and serve as the publicly accountable agent for federal monies to pass to states, localities, and the private sector; one or more "national centers" or "technical" or "resource" centers might be established outside government to discharge specific responsibilities such as technical assistance and information clearinghouse functions.9 In selecting these models, the committee has focused on the structure and activities of each, not any specific placement within the parent agency.
Existing DHHS Offices
At least two units located in the Office of the Assistant Secretary for Health, DHHS, might be regarded as prototypes for the type of agency contemplated by this committee, because they carry out the kinds of activities envisioned for the federal EMS-C center. One is the Office of Disease Prevention and Health Promotion (ODPHP); the other is the Office of Minority Health (OMH).
ODPHP was established in 1976 to coordinate DHHS policies and programs in the health promotion arena, and it has considerable responsibility within the PHS to implement various health promotion and disease prevention strategies (such as those advanced in Healthy People 2000 [DHHS, 1991]). ODPHP is charged to foster the development and adoption of prevention efforts among many groups outside the federal government—both in state and local governments as well as many different organizations in the private sector. It supports .staff involvement in a wide array of issues relating to prevention and conducts a number of cross-cutting programs (e.g., development of clinical practice guidelines in the prevention area; operation of a national health information center) on a budget that in FY 1988 was just over $4.4 million (DHHS, 1990).
OMH is a newer agency (created in 1985) to oversee implementation of the recommendations of a secretarial task force on black and minority health (DHHS, 1990; IHPP, 1990). Activities targeted on prevention (budgeted in FY 1988 at just under $8 million) include operation of a resource center for information on minority health issues—infant mortality; cancer; heart disease and stroke; cirrhosis caused by alcohol dependency; diabetes; homicide, suicide, and accidental injuries; and acquired immune deficiency syndrome. OMH has created a computerized database of materials, organizations, and programs pertinent to these issues. In addition, OMH administers a grants program to support community coalitions that will plan and implement innovative local efforts to reduce risk factors for disease among blacks, Hispanics/Latinos, Asians, Pacific Islanders, and Native Americans. It also underwrites the efforts of community-based and national minority organiza- Making some funding available ontudinal surveillance. Controlling the costs of data collection must be a concern as well.experts and interested parties outside the federal governmentic patients. and publishing hospital-specific mortality rates for the Medicare program.  Attractive conceptually, the analyses are extremely hard to do because of the need to control or adjust for many case-mix (patient, diagnosis, and other) variables. Such an approach might be somewhat simpler when applied in the EMS context only, for instance in analyses of trauma deaths in a hospital selling using the so-called TRISS methodology (Champion et al., 1981; Boyd et al., 1987) (see Appendix 7A). However, the enduring controversies about acuity and severity adjusters, coupled with the range of settings in which emergency care can be rendered, makes any broad application of Ihis approach debatable.
